Sarcoidosis is a multisystem disease with a diverse clinical spectrum of symptoms. Histologically, noncaseating epithelioid cell granulomata in various organs and tissues occur, which undergo either resolution or hyaline fibrosis.1
Despite being a multisystem disease the breast is rarely affected in sarcoidosis, as is evidenced by the paucity of documentation of such cases.28
Case report A 28 year old white woman was found to have a smooth mobile lesion (1 cm) in the upper outer quadrant of her right breast in April 1983 when she was two months pregnant. There was no regional lymphadenopathy or overlying skin lesion: fibroadenoma was clinically diagnosed and the lesion did not change throughout pregnancy. In March 1984 three months after giving birth the lesion was removed.
Results
Histological examination of the excised lesion showed a typical mixed pericanalicular and intracanalicular fibroadenoma; the mammary lobules adjacent to the fibroadenoma, however, contained several discrete sarcoid granulomata consisting of aggregates of epithelioid histiocytes with some Langhan's giant cells ( Fig. 1 ). There was no acidophilic granular necrosis nor were there any fibrinoid changes in the centre of the granulomata. The giant cells contained abundant amphophilic "glassy" cytoplasm ( Fig. 2) . Sparse lymphoid cells were present at the perimeter of the granulomata. Asteroid bodies, conchoidal Schaumann bodies, or "yellow-brown" bodies could not be seen. There were no microabscesses. Ductal inflammation, or damage to the ductal epithelium, was absent. Stains for fungi and acid fast bacilli yielded negative results.
She had no other symptoms and no history of erythema nodosum. There was no history of beryllium exposure. A chest radiograph showed bilateral hilar lymphadenopathy with normal lung fields. Spirometry showed a FEV1/FVC of 2.45/3.25 (predicted normal 2-78/3.32 1). Haemoglobin was 14-0 gm/dl and erythrocyte sedimentation rate 10/first hour. A tuberculin test (Tine) yielded a negative result. The serum angiotensin converting enzyme (ACE) was 96 IU/ml (normal 5-55 IU/ml) and the serum lysozyme 13 mg/l (normal 0-8 mg/l). Corrected serum calcium concentration was normal at-2-36mmol/l (9-46mg/l00ml).
There was no clinical evidence of skin, eye, neurological, or myocardial sarcoidosis. A Kveim test yielded strongly positive results with multiple epithelioid granulomata.
Discussion
The presence of sarcoid granulomata in the breast lobules adjacent to an excised fibroadenoma in our patient was an incidental finding. The diagnosis of sarcoidosis was established by the presence of bilateral hilar lymphadenopathy in the chest radiograph, raised serum concentrations of ACE and lysozyme, and, finally, by a strongly positive Kveim test.
Estimation of serum ACE and lysozyme is now an important adjunct in the diagnosis of sarcoidosis. About two thirds of patients with active sarcoidosis do have increased serum ACE; furthermore, consistently high concentrations of ACE have been found in bronchoalveolar lavage aspirates and granulomatous lymph nodes in sarcoidosis.9 10 The source of ACE is thought to be epithelioid cells derived from monocytes in sarcoid granulomata. Serum lysozyme, a lysosomal enzyme, derived from the same cells is not only a useful diagnostic tool but also serves to assess the activity and extent of the disease."1 In a similar case, in which the patient was also clinically thought to have cancer, fine needle aspiration cytology established the diagnosis of breast sarcoidosis. 6 We feel, therefore, that sarcoidosis should be considered in the differential diagnosis of granulomatous breast lesions.
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